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ABSTRACT
Purpose: The purpose of this study is to explore the impacts of self-stigma on everyday
occupations of persons with serious and persistent mental illness. Greater understanding of the
impacts of self-stigma is important to development of occupation-based interventions used by
occupational therapists in mental health settings.
Methodology: A qualitative phenomenological approach was utilized to interview six
participants between the ages of 31-58 years old with severe and persistent mental illness. High
level in vivo coding was used to interpret participant responses.
Results: Four themes emerged from participant interviews: 1) negative impact on self, 2) coping
with negative social encounters, 3) positive contributions to one’s sense of self, and 4)
acceptance of diagnosis and acknowledged need for medication. Self-stigma is experienced as
changes in sense of self with the greatest impact shortly after the initial diagnosis of the mental
illness; with time and external supports, the individual learns to accept and cope with the
diagnosis, resulting in decreased self-stigma and increased occupational engagement.
Conclusion: Based on the results of the study, OTs are encouraged to provide interventions early
in the course of the illness to counteract the negative impacts of self-esteem and self-efficacy
associated with self-stigma on occupational engagement. Research findings could be used to
develop a screening tool to determine the presence of self-stigma of clients receiving mental
health OT services and guide intervention planning.
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CHAPTER 1
THE PROBLEM
Rationale
Currently 61.5 million Americans have a mental illness (MI), and approximately 13.6
million have a severe MI such as schizophrenia, bipolar, or depression. The prevalence of these
diagnosis cost the American government $193.2 billion in healthcare costs (National Alliance
Mental Illness [NAMI], 2013). Interestingly, mood disorders rank as the third most common
cause of hospitalization for adults ages 18-44. According to World Health Organization [WHO]
(2001), 450 million people have a mental health diagnosis; while two-thirds of those individuals
do not seek health-care services. A common barrier by individuals with MI seeking health-care
services is stigma. Stigma is depicted in three forms of societal influences: structural, public and
self-stigma (Corrigan, Markowitz, & Watson, 2004).
Structural stigma is described as the invisible forces within institutions and policies that
limit equality of opportunities for individuals with MI (Corrigan et al., 2004). Public stigma
refers to groups of persons possessing stereotypical and prejudiced beliefs towards individuals
with a MI which commonly results in discriminatory action (Corrigan, Kerr, & Knudsen, 2005).
Lastly, self-stigma is defined as the internalized stereotypical and prejudiced beliefs held by
individuals that influence self-esteem and self-efficacy (Livingston & Boyd, 2010). Persons with
MI experience diminished self-esteem and self-efficacy resulting in maladaptive coping
mechanisms, altered life goals, and vacillating perceptions of identity. Other disciplines such as
psychology, nursing, and social work have found that the internalization of stigma may cause the
individual to experience detrimental effects on self-esteem and self-efficacy (Link & Phelan,
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2001; Corrigan & Watson, 2002; Corrigan, Watson, & Barr, 2006; Yanos et al., 2008; Corrigan
et al., 2009; Rusch et al., 2010).
Despite the documented varying reactions that may occur within persons with MI, the
most prevalent response to self-stigma leaves individuals feeling susceptible to feelings of being
devalued and discredited members of society (Livingston & Boyd, 2010). In addition to
diminished self-esteem and self-efficacy, feelings of isolation and alienation of individuals with
MI are likely to occur as a result of self-stigma (Ritsher & Phelan, 2004; Garin, Molero, & Bos,
2015). Lower morale, lower satisfaction, and lower overall meaning and quality of life have
additionally been noted to occur within individuals who experience self-stigma (Ritsher &
Phelan, 2004; Switaj, 2014; Ehrlich-Ben et al., 2013; Rusch et al., 2010).
Theoretical Framework
The ecology of human performance (EHP) theoretical framework was utilized to guide
this qualitative study. EHP is an interdisciplinary approach envisioning the transactive
encounters between a person and the context tasks within performance range are completed
(Dunn, Brown, & McGuigan, 1994). The person is comprised of personal variables which guide
the occurrence of tasks in various contexts; these variables consist of values, interests, and
experiences, as well as sensorimotor, cognitive, and psychosocial skills (Dunn et al., 1994).
Contexts in which tasks occur include: social, cultural, physical, and temporal environments
(Dunn et al., 1994). Performance range is the ability to utilize one’s skills within various contexts
to complete tasks. A task is a component of a goal completed in contexts (Dunn et al., 1994).
Persons utilize their skills and capabilities in their performance range to complete tasks in
various contexts.
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EHP aligns with this study in regards to the emphasis of one’s performance range in the
social and cultural contexts. Dunn et al. (1994) described how the EHP theoretical model
presents an opportunity to view task performance for persons with MI through the lens of the
environment in which tasks are being completed. EHP provides a framework to understand a
person’s [hindered or facilitated] performance range while completing tasks embedded in social
and cultural contexts (Dunn et al., 1994). Furthermore, the model provides a foundation to
evaluate the effects of internalized stigma associated with prejudice, discrimination, and
stereotypes, on one’s occupational engagement. The interdisciplinary intentions of the model
serve to facilitate understanding across varying disciplines in regards to the effects of self-stigma
on occupational engagement for adults with MI.
Statement of the Problem
In professions such as psychology and nursing, self-stigma has been found to negatively
impact the quality of life (QoL) of persons with MI. However, to the researchers’ knowledge,
evidence in the profession of occupational therapy regarding the effects of self-stigma on
occupational engagement of adults with MI, has not been pursued. The negative effects on selfesteem and self-efficacy identified in other professions and the OT literature associated with selfstigma leads to the purpose of the current study.
Assumption
Assumptions presumed based on current literature indicate that self-stigma poses as a
barrier to occupational engagement for adults with MI. The purpose of the study is to determine
the effects of self-stigma on persons with MI occupational engagement. It is anticipated that selfstigma will be reported to negatively influence aspects of their life in regards to social, work, and
education goals.
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Importance of the Study
The study will provide results in regards to the effects of self-stigma on occupational
engagement and QoL for persons with MI. The results of the study are expected to inform OT
practitioners of the necessity to provide interventions to reduce the experience of internalized
stigma in the population of adults with severe and persistent MI living in the community.
Scope and Delimitation
The scope of the study is to determine the influence of self-stigma on persons with MI
occupational engagement. The researchers sought to learn of the effects of self-stigma on
occupational engagement and to inform OT practitioners of the importance of addressing selfstigma during intervention. Delimitations of the study include sample and data collection from
one location, utilization of theoretical framework, and transparency through the data analysis
process. The sample and data collection processes from one location was determined necessary
by the researchers due to time restraints. The researchers transparency parameters were
implemented to establish trustworthiness for reliability and validity of the results; these
transparency parameters were established and required increased attention to details throughout
data collection and analysis. Other options available to evaluate the effects of self-stigma may
have included focus groups, or surveys. In the essence of time and availability of willing
subjects, individual interviews were conducted. The EHP model was utilized to provide
parameters for guidance of developing data collection tools, and the process of data analysis.
EHP provided parameter considerations for person variables, contextual information, and task
analysis, each of which can be influenced by the effects of self-stigma.
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Operational Definitions
! Stigma: generalized public beliefs (often negative connotations) of persons with mental
illness (example: all persons with mental illness are dangerous and unpredictable,
therefore, they are to be feared) (Corrigan, 2000).
! Self-stigma: internalized negative beliefs of public stigma (example: I have a mental
illness and am unpredictable and should be feared) (Corrigan, 2000).
! Occupation: everyday life activities (American Occupational Therapy Association
[AOTA], 2014).
! Task: parts of activities completed to reach an ultimate goal (Dunn et al., 1994).
! Performance range: degree to which a person utilizes their skills and capabilities to
complete tasks in the environment (Dunn et al., 1994).
! Occupational engagement: the act and process of completing meaningful occupations in
varying contexts (AOTA, 2014).
! Contexts: varying environmental considerations in which tasks are completed. Ranging
from cultural to social to physical and temporal (Dunn et al., 1994).
Organization of Remaining Chapters
Chapter 2 will review the existing literature on public stigma and self stigma. The
literature review addresses the gap in occupational therapy literature which serves the purpose of
the current study. Chapter 3 describes the methodology utilized to conduct the study. Included in
this section are the parameters of the study. The process of data analyses is also described in
Chapter 3. Chapter 4 is comprised of the results of the study, including: codes, categories,
themes, structural/textural descriptions, and one final assertion. Also included within Chapter 4
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is the discussion of the results. Chapter 5 is a summary of the findings and limitations with
recommendations for future research.
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CHAPTER 2
LITERATURE REVIEW
Introduction
Public stigma has clear detrimental effects on persons with MI, including self-esteem,
social inclusion, and relationships with friends and family. The construct of self-stigma and the
effects on the individual, ways of measuring self-stigma, and interventions to minimize the
effects on the individual will be described.
Public Stigma
First defined by Goffman (1963), public stigma towards persons with mental illness (MI)
is the cultural prejudice and negative attitudes often resulting in bigotry and discriminatory
actions (Corrigan, 2000). The existence of public stigma persists through institutional and social
forces at two levels: intentional and unintentional (Corrigan et al., 2004). The institutional forces
depicted as intentional include specific limitations in regards to social justice of individuals with
MI. Examples of these institutional forces include limitations in their right to vote, unequal
marital rights, and perceived inability to raise a child according to the law.
Thornicroft, Rose, Kassam, and Sartorius (2007) describe the injustices indicated as
initial prejudices that lead to discriminatory behavior illegitimately restricting equality for
persons with MI. Prejudice beliefs often comprise an emotional component, leading to
intentional discriminatory responses, and jeopardizing individuals with MI quality of life due to
constant social defensiveness or avoidance (Corrigan & Watson, 2002; Crocker, Major, & Steele,
1998). Discriminatory action from society has been reported to prevail against individuals with
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MI’s quality of life by limiting work, education, and social opportunities, as well as
compromising their self-esteem and psychological well-being (Corrigan, 1998; Corrigan &
Watson, 2002; Major & O’Brien, 2005; Pescosolido, Medina, Martin, & Long, 2013).
The unintentional social forces present are the preconceived ideas and attitudes expressed
by individuals in society (Corrigan, Markowitz, & Watson, 2004). Often the unintentional
assumptions include beliefs that individuals with psychiatric disabilities are responsible for their
mental dysfunction, characterized as weak, dangerous or violent, and unpredictable, and
irresponsible to lead independent ‘normal’ lives (Angermeyer & Dietrich, 2006; Boysen &
Vogel, 2008; Corrigan & Watson, 2002; Peluso & Blay, 2009). Endorsed public stereotypes,
specifically the prejudice that all persons with MI are dangerous, has been shown to minimize
work opportunities due to social avoidance of persons with psychiatric disabilities (Corrigan,
Powell, & Rusch, 2012).
Recent attitudinal surveys of societal perceptions of individuals with psychiatric
disabilities reveal inconclusive results. According to Thornicroft et al. (2007), a decrease in
negative presumptions was noted in population surveys from previous surveys. Hinshaw and
Stier (2008) found a heightened negative response towards individuals with psychiatric
disabilities in the past decade. Boysen and Vogel (2008) found that if individuals in society held
negative perceptions and blamed the person with MI for their diagnosis, subjects’ attitudes were
less likely to alter even after intervening with education and anti-stigma campaigns. These results
prevail the importance of assimilating persons with MI into society to prevent disparities from
occurring.
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The contradicting results imply cyclical deprivation of individuals with MI opportunities
in society as well as placing them at higher risk for internalizing negative presumptions. A
problem with cyclical deprivation that individuals with MI experience is avoiding healthcare
treatment. Ben-Zeev, Young, and Corrigan (2010), describes the health care avoidance form of
stigma, known as label avoidance, which is depicted as deterring one’s self from seeking healthcare to avoid the label of a “mental patient.” Avoiding the label of “mental patient,” leads to a
decreased aptitude for persons with MI to seek healthcare services and adhere to treatment
(Corrigan, 2004). This lack of adherence to treatment during times of crisis, lead to occasions
when persons with MI could receive adequate treatment from a healthcare team; however, often
police are called upon for assistance (Teplin, 1984; Watson, Corrigan, & Ottatti, 2004).
Increased response from the police force leads into an inaccurate depiction of persons with MI in
the media; furthering the perception in society that persons with MI are to be feared (Clarke,
2004; Teplin, 1985).
Surveys of persons with MI conducted by Angermeyer and Matschinger (2003) and
earlier by Corrigan (1998) found that perceived personal attributes, and negative emotions
towards adults with MI led to social distancing. This social distancing inadvertently limits
persons with MI opportunities for personal goal attainment. Knights, Wykes, and Hayward
(2003) found that adults with MI reported commonalities of stigmatization such as constant
judgement, comparing themselves to others, and discrepancies understanding the complexity of
their illness.Ultimately this leads to discord amongst each area of their lives in which social
encounters occurred, including with family members (Corrigan & Miller, 2004; Perlick et al.,
2001).
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Effects of Public Stigma on Families
Limited research has been conducted in regards to the stigmatization experienced by
family members related to persons with MI. However, a term coined by Goffman (1963) courtesy stigma- represents the stigmatization associated with family members of persons with
MI. In Wahl and Harmon’s (1989) study, 56% of family members of persons with MI reported
being influenced by negative stigmatizations from their relative’s diagnosis of a MI. Larson and
Corrigan (2008), Corrigan and Miller (2004), and Corrigan, Watson, and Miller (2006), found
that shame, avoidance, guilt, and diminished social supports often accompany a family member’s
mental health diagnosis. Shame is delineated into two cognitive-behavioral responses: blame and
contamination (Corrigan & Miller, 2004). Often, family members are blamed, or their sense of
self is contaminated due to the encounters with their loved one who has a diagnosis of MI
(Larson & Corrigan, 2008). However, although social supports such as friends, and other
affiliations through the community altered following their family members psychiatric diagnosis,
tangible aspects such as their work and housing stability were not influenced. Interestingly,
individuals who actually had a diagnosis commonly would be negatively affected in work and
housing due to stigmatization effects (Angermeyer & Matschinger, 2003; Corrigan & Watson,
2002).
Effects of Public Stigma on Sense of Self
Stigmatization has been found to influence persons with MI’s sense of self in relation to
self-esteem, self-efficacy and overall quality of life (Markowitz, 1998; Rosenfield, 1997). Rusch
et al., (2009) found that individuals who experience emotional stress secondary to public stigma
often display feelings of hopelessness, low self-esteem, and negative self-concept, which further
impacts their capacity to seek employment, relationships, and housing. Ilic et al.’s (2011) study
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of persons with MI self-esteem found that as individuals with MI experience others’ withdrawal
after ‘coming out’ about their illness, their self-esteem seriously decreased. The association
between verbalizing one’s MI and society’s withdrawal reaction leads to further social isolation
and compromising goal attainment. Alteration in personal self-perception after receiving a
diagnosis of MI was also found to lead to social isolation (Lloyd, Sullivans, & Williams, 2005).
Both intentional and unintentional forces of public stigma lead to internalization of negative
connotations for persons with MI, otherwise known as self-stigma (Hinshaw & Stier, 2008).
Self-stigma is suggested as further impinging upon individuals with MI’s pursuit of life goals
(Corrigan & Watson, 2002).
Theoretical Models of Public Stigma
Several models are available to aide in addressing public stigma. Martin, Pescosolido,
Olafsdottir, & McLeod’s (2007) proposed a model known as Etiology and Effects of Stigma
Model (EES) as an attempt to disassemble the entanglement of public stigma. The model outlines
the belief that sociodemographic variables of the person with MI and another person without a
MI both bring experiences and perceptions towards interactions which changes societal
perceptions of persons with MI.
Corrigan (1998), presents the model The Impact of Stigma and Discrimination,
representing the delineation of events that occur once a person with MI experiences an
exacerbation of symptomatology, and subsequent misperceptions of the diagnosis.
Misperceptions lead to discriminatory actions towards persons with MI and a decreased quality
of life. Additionally, attribution theory has commonly been utilized in mental health research to
describe how stigma is formulated based on society's perceptions that persons with MI have
control over their symptomology, which leads to prejudiced beliefs about their potential in life
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(Boysen & Vogel, 2008; Corrigan, 2000; Hinshaw & Stier, 2008). Each of the theoretical models
described have been used to guide research and treatment for persons with MI.
Assessments for Public Stigma
Numerous assessments have been produced to evaluate the presence of public stigma
experienced by persons with MI and held by persons in society. Corrigan, Gause, Michaels,
Buchholz, and Larson (2015) conducted a study to review the psychometric and sensitivity
properties of the California Assessment of Stigma Change (CASC) to evaluate public stigma
held by society. The results indicated that the CASC showed minimal internal validity in
deciphering the changes of perceptions of persons with MI held by persons in society. The
validity of two stigma scales, Devaluation and Discrimination scale, and Rejection experiences
scale, produced to evaluate the public stigma experienced by persons with MI, were shown to
present high levels of internal consistency (Bjorkman, Svensson, & Lundberg, 2007). Clearly,
although multiple measures have been developed, differences in utility and worthiness exist.
Interventions for Public Stigma
Although literature discusses the barrier of public stigma, limited research pertains to
effective interventions to minimize the presence of stigma (Watson & Corrigan, 2005). Research
between the 1980’s-early 2000’s emphasized primarily educational aspects of mental illness to
intervene and alter public stigma. More recently, however, Pescolido, Medina, Martin, and Long
(2013), asserted that society understands the etiology and biological model of mental illness and
recommend interventions to change public stigma focus instead on education of inclusion aspects
of persons with MI. Educating society of how to support inclusion of all persons with MI in
employment, education, and social aspects becomes the focus (Corrigan & Rao, 2012).
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Current literature suggests three main approaches to minimizing public stigma. These
approaches include: protesting, educational information pertaining to societal inclusion, and
contact (Corrigan, & Watson, 2002; Corrigan, & Penn, 2015; Corrigan, & Wassel, 2008; Watson
& Corrigan, 2005). The protest approach is hypothesized to withdraw negative perceptions of MI
through anti-stigma campaigns (Corrigan & Watson, 2002). Protest approaches often lead to
minimal or only short term effects in reducing public stigma (Corrigan et al., 2001; Corrigan &
Penn, 2015); whereas education (inclusional aspects) and contact, increased positive ideation of
persons with MI. The contact approach is described by Corrigan (2011) with five principles to
consider to minimize public stigma through social contact of persons with MI. The principles
are: 1. contact is fundamental, 2. contact must be targeted, 3. local contact programs are more
effective, 4. contacts must be credible, and 5. contact must be continuous (Corrigan, 2011).
The principles emphasize the importance of physical and social contact, targeting contact
approaches to persons in power, aiming those targets to a specific location with consideration of
the geographic aspects, identifying demographic similarities between the persons with MI and
the persons in power (i.e. similar career pathways), and increasing the frequency of contact
(Corrigan, 2011). Enhancing social encounters of persons with MI has shown to have an inverse
relationship with endorsed stigmatizing attitudes (Holmes, Corrigan, Williams, Canar, & Kubiak,
1999; Corrigan et al., 2001). These results depict the importance of increasing social encounters
of persons with MI to decrease societal stigma.
Although intervening in regards to public stigma is crucial, the detriments associated
with internalizing public stigma for persons with MI deserves to be addressed. The detriments of
internalized stigma will be discussed in detail below. Vogel, Bitman, Hammer, and Wade (2013)
in a longitudinal study of internalized stigma for persons with MI over a decade, found that
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public stigma serves as a direct barrier towards persons with MI establishing a positive sense of
self while building upon their attributes for employment, housing, and social relationships.
Overall, endorsed public stigma may serve as a potential barrier to personal goal
attainment due to the internalized aspects for the person with the mental health diagnosis (Vogel,
Shechtman, & Wade, 2010). Markowitz (1998, p.344) posed a statement in regards to the
process of internalized stigma: “Mentally ill persons may expect, and experience, rejection in
part because they think less of themselves, have limited social opportunities, and resources and
because of the severity of their illness.”
Self-Stigma
Self-stigma occurs as a result of the stereotypes, prejudice, and discrimination towards
individuals with MI that are endorsed by the public (Corrigan, 2000). This construct is a
component of the modified labeling theory approach to mental disorders introduced by Link,
Cullen, Struening, Shrout, & Dohrenwend (1989). Individuals develop negative perceptions of
what it means to possess a diagnosis of mental illness based upon public beliefs and begin to
internalize these viewpoints as a component of the process of this theory (Link et al., 1989).
Social psychologist theories propose a model in which individuals who determine their diagnosis
of MI to be a significant component of their character and identify with the negative stereotypes
present are likely to experience harmful effects on overall well-being (Aronson et al.,1999;
Steele et al., 2002).
Prevalence of Self-Stigma
Literature is limited to determine the effects of this phenomenon on a global scale,
however, researchers have recently explored the extent to which self-stigma has impacted
individuals with affective and psychotic disorders within 14 European countries (Brohan et al,
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2010b; Brohan et al. 2010a). Approximately one fifth of individuals with affective disorders
indicated experiencing a moderate to high level of self-stigma with high levels of perceived
discrimination also reported. Nearly one half of individuals with psychotic disorders living in
European countries experienced moderate or high levels of self-stigma (Brohan et al., 2010a).
Corrigan, Rafacz, and Rusch (2011) developed and examined a progressive theoretical
model to determine how self-stigma affects individuals diagnosed with MI applying the stages of
awareness, agreement, application, and harm (Corrigan, et al., 2011; Corrigan et al. 2006).
Utilizing this model as a theoretical basis, individuals with MI become aware of negative beliefs
held by the public, agree with these beliefs, apply these to themselves, and further harm selfesteem as a result of this process (Corrigan et al., 2011). A majority of the effects of self-esteem
and hopelessness within the individual are associated with the application and harm phases
within this model in comparison to the awareness and agreement stages (Corrigan et al., 2011;
Corrigan et al, 2006; Corrigan & Rao; 2012; Corrigan et al. 2009). Individuals who are aware of
stereotypes but do not accept the stigma of persons with MI are likely to react with indifference
and less likely to be affected by self-stigma (Corrigan & Watson, 2002; Michalak et al., 2011)
Effects of Self-Stigma on the Individual
Research has been conducted across disciplines to explore the effects of self-stigma on
individuals with mental illness, resulting in several hypotheses. Corrigan and Watson (2002)
proposed the situational paradox reaction model, which considers the various reactions of
individuals with MI to stigma. Upon awareness of social stigma present in society, individuals
may react in a way that energizes their anger and provokes personal empowerment to overcome
these stereotypes and achieve personal goals and success (Corrigan, Larson, & Rusch, 2009;
Corrigan & Watson, 2002). Conversely, the internalization of stigma may cause the individual to
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experience detrimental effects on self-esteem and self-efficacy (Link et al, 2001; Corrigan &
Watson, 2002; Corrigan, Watson, & Barr, 2006; Yanos et al., 2008; Corrigan et al., 2009; Rusch
et al., 2010).
Despite the documented varying reactions that may occur within persons with MI, the
most prevalent response to self-stigma leaves individuals feeling susceptible to feelings of being
devalued and discredited members of society (Livingston & Boyd, 2010). In addition to
diminished self-esteem and self-efficacy, feelings of isolation and alienation of individuals with
MI are likely to occur as a result of self-stigma (Ritsher & Phelan, 2004; Perez-Garin, Molero, &
Bos, 2015). Lower morale, lower satisfaction, and lower overall meaning and quality of life have
additionally been noted to occur within individuals who experience self-stigma (Ritsher &
Phelan, 2004; Switaj, 2014; Ehrlich-Ben et al., 2013; Rusch et al., 2010). The effects of selfstigma are situational, however, persons with MI are more likely to experience detrimental
feelings and responses associated with self-stigma if previous incidents of discrimination have
occurred in the individual’s life (Quinn, Williams, & Weisz, 2015). An individual’s increased
amount of experiences with discrimination in the past leads to higher anticipation of future
discrimination, which subsequently facilitates the belief that others will devalue persons with MI
(Quinn et al, 2015).
Implications of the effects of self-stigma on persons with MI have assisted in developing
the complex construct of the “why try effect” (Corrigan et al, 2009). Internalization and
application of the stereotypes associated with MI resulting in diminished self-esteem, selfefficacy, and empowerment further negatively impact an individual’s pursuit in life goals and
willingness to seek healthcare services (Corrigan et al., 2009; Corrigan, 2004). The attitudes
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associated with this construct often lead to social avoidance and selective disclosure of one’s
diagnosis of MI (Corrigan et al., 2009).
Measuring Self-Stigma
Several measures have been utilized to develop a greater understanding of the impacts of
self-stigma on the individual (Brohan, Clement, & Thornicroft, 2010; Mittal et al., 2012).
Assessments of self-stigma address cognitive, affective, and behavioral responses to the stigma
perceived by the individual (Brohan et al., 2010c). In a comprehensive review of literature,
Mittal et al. (2012) identified the Perceived Devaluation and Discrimination Scale (PDD), the
Internalized Stigma of Mental Illness Scale (ISMI), and the Self-Stigma of Mental Illness Scale
(SSMIS) as the only measurement tools utilized by researchers that are grounded in conceptual
frameworks (Mittal et al, 2012, Brohan et al, 2010c). The PDD is a 12 item self-complete
measurement tool in which individuals rate each item of devaluation and discrimination on a sixpoint Likert scale (Mittal et al, 2012). This assessment tool has been developed based up the
framework developed by Link (1987), however, there is a necessity for further research to be
conducted to determine the effectiveness of this scale.
The ISMI is a self-report subscale that measures an individual’s experiences with selfstigma through categories of alienation, stereotype endorsement, discrimination experience,
social withdrawal, and stigma resistance (Ritsher, Otilingam, Grajales, 2003). Each of the
subscales of the ISMI has demonstrated excellent internal consistency reliability, test-retest
reliability, concurrent validity, and divergent validity (Ritsher et al., 2003; Brohan et al., 2010;
Chang et al., 2014). A user friendly, 10-item brief version of the ISMI has recently been
developed from the original 29-item assessment (Boyd, Otliingam, & DeForge, 2014). The brief
version of the ISMI has exhibited adequate internal consistency reliability and external validity,
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determining this tool as a practical measurement in comparison to the 29-item scale (Boyd et al.,
2014).
Similar to the ISMI, the SSMIS is a self-report measurement tool that consists of four
levels including, stereotype awareness, stereotype agreement, self-concurrence, and self-esteem
decrement (Corrigan et al., 2006). Developers of the SSMIS have recently shortened this scale to
measure 20 items within the 4 levels in comparison to the original 60 items (Corrigan et al.,
2012). Items were omitted from the SSMIS after feedback from consumers of the most offensive
statements within this assessment (Corrigan et al., 2012). The original version of the SSMIS as
well as the short form have both been determined to exhibit internal consistency, construct
validity, and test-retest reliability (Brohan et al., 2010c; Corrigan et al., 2012).
Vogel, Wade, and Haake (2006) developed a tool to measure the effects that self-stigma
has on a person’s decision to engage in mental health services in a similar timeframe of when the
ISMI was developed. The Self-Stigma of Seeking Help scale (SSOSH) is a 10-item measurement
tool that has been developed through feedback of the original 28-item assessment over the course
of five trials (Vogel et al., 2006). Through this assessment, one is able to obtain an understanding
of the individual’s level of comfort or concerns associated with seeking psychological help
(Vogel et al, 2006). The SSOSH manifested strong internal consistency reliability as well as
excellent test-retest reliability (Vogel et al., 2006). Cross cultural examinations of the internal
reliability and construct validity has additionally been examined from a sample of six different
countries, to which authors determined psychometric properties the SSOSH to be adequate
Vogel et al., 2013).
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Interventions for Self-Stigma
Through utilization of various measurements of self-stigma, researchers have determined
the need for a standardized intervention to address self-stigma (Yanos et al., 2008). Numerous
approaches have been employed to target the negative effects of self-stigma on individuals with
MI, predominantly group-based interventions (Yanos et al., 2015). Cognitive behavioral therapy
(CBT) approaches may be beneficial in addressing self-stigma from the standpoint self-stigma as
a result of cognitive distortions (Yanos et al., 2008; Shimotsu, 2014). Narrative enhancement and
cognitive therapy (NECT) is a 20 session group-based intervention that draws from CBT
concepts in which persons are to reflect upon their experiences of self and illness over time in
comparison to the myths of MI (Yanos, Roe, & Lysaker, 2011). Other group intervention
protocols that have been developed based upon similar concepts include Healthy Self-Concept,
the Self-Stigma Reduction Program, the Ending Self-Stigma, (McCay et al., 2007; Fung et al.,
2011; Lucksted et al., 2011).
More recent in the literature, the Anti-Stigma Photovoice program, a peer led
intervention, was developed by Russinova et al. (2014), which incorporated the strategy of taking
pictures, recording narratives, and reflecting upon participant experiences. Unlike the previous
interventions described, the Coming Out Proud program was developed upon theoretical designs
from other stigmatized groups such as the Lesbian, Bisexual, Gay, Transgender, and Questioning
(LBGTQ) communities (Corrigan, Kosyluk, & Rusch, 2013). The intervention consists of only
three group sessions in comparison to other tested protocols (Corrigan et al, 2013). The intent of
this intervention is that disclosure of one’s MI will empower the individual to overcome effects
of self-stigma (Corrigan et al., 2013).
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Self-Stigma in Occupational Therapy Literature
While multiple disciplines have examined the effects of self-stigma on persons with MI,
assessment tools to measure the effects, and interventions to overcome internalized stigma,
limited research has been published in occupational therapy literature. Caltaux (2002) is at this
time, the only researcher within the occupational therapy profession to consider the effects of
self-stigma on individuals with MI. Based on a review of the literature, Caltaux (2002)
determined that individuals who experience self-stigma are faced with self-imposed barriers
which may affect all aspects of a person’s life. Health professionals are encouraged to be aware
of the impacts of self-stigma in order to effectively support persons with MI and support
reduction of internalized stigma (Caltaux, 2002).
Problem Statement
In professions such as psychology and nursing, self-stigma has been found to negatively
impact the quality of life (QoL) of persons with MI. However, to the researchers’ knowledge,
evidence in the profession of occupational therapy regarding the effects of self-stigma on
occupational enagement of adults with MI, has not been pursued. The negative effects on selfesteem and self-efficacy identified in other professions and the OT literature associated with selfstigma leads to the purpose of the current study.
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CHAPTER 3
METHODOLOGY
Research Purpose
The purpose of this study is to explore the impacts of self-stigma on everyday
occupations of persons with serious and persistent mental illness. Greater understanding of the
impacts of self-stigma is important to development of occupation-based interventions used by
occupational therapists in mental health settings.
Qualitative Research Design
A qualitative research design was utilized in order to explore the experiences of selfstigma on occupational engagement for adults with mental illness. Specifically, the qualitative
nature of the design served a purpose to determine the possible effects of self-stigma on
occupational engagement in a semi-structured interview. Moustakas (1994), the founder of
phenomenological research, described the value of a phenomenological qualitative design to
understand the lived experiences of individuals. Review of the literature revealed a study
conducted by Raphael-Greenfield and Gutman (2015) utilized a phenomenological, qualitative
approach with a population of similar interest as this study; results of the study demonstrated
effectiveness of the phenomenological approach. Therefore, components of their research design
were used to guide implementation in this study. Data interpretation was completed using
methods developed by Madison (2005).
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Role of the Researcher
The researcher serves as an instrument to further enhance the depth of the interview to
generate data (Xu & Storr, 2012). The researchers served the purpose of providing an inside
view (emic) of the experienced lived by adults with MI and their experiences with self-stigma
(Simon, 2011). Additionally, the researchers served the purpose of being a human instrument to
depict self-stigma experienced by individuals through data collection and analysis. To stay close
to the data, researchers did not utilize any computer software. Additionally, each component of
data collection and data analysis was conducted by both of the researchers to assure
connectedness between the data and findings.
Unit of Analysis
The unit of analysis was at the individual level. The participants of this study were adults
with MI receiving services at a community-based mental health setting, Prairie Harvest Mental
Health (PHMH) in Grand Forks, North Dakota.
Sources of Data
Recruitment occurred through the researcher's attendance at a bi-weekly meeting for
adults living and participating in the lodge programs at PHMH. The researchers printed copies of
recruitment fliers (Appendix A) and distributed them to each attendee and the meeting
coordinator for further recruitment of participants, if needed. Contact information for participants
was provided through the meeting coordinator via phone calls with the researchers after the
meeting to recruit a total of 6 participants.
Locale of the Study
Participants were offered the option of participating in the interview in either their home
or in a private office space at PHMH. Each participant requested the interviews to be conducted
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in the privacy of their home. Interviews were conducted 1:1 with the researcher and participant
in the comfort of their home. Options were offered to the participants to provide a sense of
comfort and ease to facilitate a safe, open, and nonjudgmental environment during the interview.
Population and Sampling
Data was collected from clients affiliated with PHMH. PHMH provided consent, verbally
and written, to recruit participants (Appendix B). Convenience sampling was utilized to recruit
participants (Marshall & Rossman, 1999). Inclusion criteria consisted of a mental health
diagnosis, adults 21+ years of age, English speaking/comprehension, and living in the
community, but affiliated with PHMH. Exclusion criteria included presence of psychosis or
mania, or a legal guardian. Six participants were recruited; four of the six were diagnosed with
schizoaffective disorder and two were diagnosed with bipolar disorder. Each of the six
participants had also previously experienced substance abuse and/or aspects of anxiety or
depression.
Instrumentation and Data Collection
A semi-structured interview schedule was developed based on a review of literature
regarding self-stigma conducted in the past decade. Questions in the general interview approach
were developed based on the Patton Model (1990), which includes questions of behavioral and
emotional nature, personal background experiences, and opinion/value considerations.
Utilization of this model to develop interview questions is recommended by Madison (2005),
whose methods guided data interpretation for the research study.
Trustworthiness
Trustworthiness was established through various approaches to provide credible,
transferable, dependable, and confirmable results. Triangulation, prolonged engagement, peer
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debriefing, and member checks was utilized to establish credibility. Data was analyzed by the
two main researchers, as well as, one advising researcher to establish investigator triangulation
and assure honest, logical emerging concepts in the data (Lincoln & Guba, 1985). Prolonged
engagement occurred through immersion of the researchers in the culture of public and selfstigma. Weekly peer debriefing with the advising researcher occurred throughout the course of
data analysis and the study as a whole to remain objective in findings (Lincoln & Guba, 1985).
Member-checking was conducted 2 months following compilation of interview
transcriptions and again one-week after the results of the study were finalized. Implementation of
recommendations following the member-checks occurred 1 week upon receipt of the feedback
from participants. Transferability was established through providing clear, thick, descriptive
information including quotes to link the information from data collected to the results (Lincoln &
Guba, 1985).
Establishment of dependentability occurred through inquiry audit from the researchers’
advisor on a weekly basis (Lincoln & Guba, 1985). Finally, confirmability was established
through use of an audit trail (Appendix G) to provide a structure for inclusion of records
throughout data analysis (Lincoln & Guba, 1985). The framework utilized to structure our data
was modified from Halpern’s (1983) recommended audit trail format. The primary researchers
completed reflexive journaling following each interview to prevent bias from imposing on
accurate depiction of the results of the data, as recommended by Lincoln and Guba (1985). IRB
approval occurred through the University of North Dakota; data was collected between August
15th 2015 to September 9th 2015.
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Tools for Data Analysis
Data was coded utilizing Madison’s (2005) in vivo high level coding approach then
analyzed using theorized principles developed by Moustakas (1994). Researchers first
approached data by completing epoche, which consists of self-reflecting upon the researcher’s
own experience with self-stigma prior to collecting data, followed by horizonalization
statements, or seeing each statement as relevant to the research question as having equal value
(Moustakas, 1994). Horizontalizing statements are significant comments verbalized by
participants during data collection of how the phenomenon of self-stigma was experienced
(Moustakas, 1994).The horizontalizing technique consisted of highlighting important
commentary verbalized by each participant after the transcriptions were completed and prior to
completing coding of each interview. Using high level coding, data was organized to cluster
abstract ideas into in vivo codes. In vivo codes are one-worded or short representations of
information present in the data verbalized by participants (Madison, 2005).
The codes documented by the researchers were then clustered and further organized for
comparison (Madison, 2005). Each of the two researchers independently utilized Madison’s
coding technique to code the interview transcriptions of the interviews conducted. Each of the
researchers conducted 2 interviews per participant, and 3 participants per researcher for a total of
6 interviews per researcher, and a total of 12 between the two researchers. After the researchers
coded the interviews they had conducted, they independently reviewed their research partner’s
transcriptions and again coded those transcriptions individually utilizing Madison’s coding
technique. After all 12 interviews were coded by each researcher independent of one another,
both researchers created categories utilizing all of the codes from each of the interviews
following Moustakas’s (1994) recommendations for identification of categories. Appendix H, is
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provided as a visual aid to present the organization of the codes in each category; 639 codes were
categorized into 23 categories. Upon comparison and further organization, 4 themes evolved to
present the underlying meaning of data (Moustakas, 1994).
After determining the themes, textural descriptions of the experience of self-stigma for
persons with MI were created. Textural descriptions present the “what” meanings and
conclusions of the phenomenon of self-stigma for individuals with MI in regards to occupational
engagement (Moustakas, 1994). After formation of textural descriptions, the structural
description of the data was formulated. Structural description is the “how” of the phenomenon of
self-stigma for persons with MI (Moustakas, 1994). Finally, a composite description of the
textural and structural statements was written to present a final assertion of data to represent the
essence of the effects of self-stigma on occupational engagement for adults with MI (Moustakas,
1994).
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CHAPTER 4
ANALYSIS AND INTERPRETATION OF DATA
Analysis of Data
The purpose of the study was to evaluate the effects of self-stigma on occupational
engagement for adults with mental illness (MI). A phenomenological approach was utilized to
guide the qualitative study. Data was analyzed through theorized principles of Moustakas’s
(1994) approach to conducting phenomenological research, and Madison’s (2005) high level
coding technique. This approach was utilized in this study due to the credibility of methods
developed by Moustakas.
Horizontalization statements were utilized to highlight important commentary verbalized
by participants. High level coding was then utilized to organize abstract ideas into in vivo codes,
which are short representations of information verbalized by participants (see Appendix H for a
full list of codes). Codes were then clustered for further organization and comparison into
categories (Madison, 2005) . Refer to Table 4.1 for a full list of categories with the
corresponding list of codes.
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Table 4.1
Categories

# of Codes

Emotional expression

55

Symptoms of MI

50

Previous life experiences

49

Societal impact

40

Negative sense of self

40

Future goals

34

Coping with negative social encounters

33

Life views

32

Governmental affiliations

31

Self care

30

Life after diagnosis with MI

26

Friend/relationship impacts

25

Family

25

Substance abuse

25

Hobbies/interests

24

28

Values

21

Employment

17

Positive responses to MI

16

Acts of diminished sense of self

16

Education

16

Positive sense of self

13

Self isolation

12

Personal convictions

9

Total: 23

Total: 639

Four themes emerged from the categories: negative impact on self, coping with negative
social encounters, positive contributions to one’s sense of self, and acceptance of diagnosis and
acknowledged need for medication. Structural and textural descriptions were then created to
represent the experiences of persons with MI. Refer to Table 4.2 for a complete listing of the
textural and structural descriptions corresponding with the themes presented.
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Table 4.2
Themes

Textural/Structural Descriptions

Negative impact on self

Initially receiving a mental health diagnosis
influenced one’s sense of self negatively
which influenced social relationships,
employment, and ability to cope adaptively
without use of substances.

Coping with negative social encounters

Learning to cope with negative social
encounters in one’s life after diagnosis led to
refinement or maintenance of future goals, life
views, and occupational participation.

Positive contributions to one’s sense of self

Life experiences and support from mental
health service providers, family, and friends
over time altered one’s sense of self positively
and led to awareness of valued occupations.

Acceptance of diagnosis and acknowledged

Acceptance of the diagnosis and
acknowledgment of a need for medication
management to alleviate symptoms of their
mental illness improved one’s occupational
engagement.

need for medication

One assertion was then presented to represent the essence of the effects of self-stigma on
occupational engagement for adults with MI: Self-stigma is experienced as changes in sense of
self with the greatest impact shortly after the initial diagnosis of the mental illness; with time and
external supports, the individual learns to accept and cope with the diagnosis, resulting in
decreased self-stigma and increased occupational engagement.
Participants in this study included four males and two females, all of Caucasian descent
and ranging in age from 31-58 years old. The number of years affiliated with community
supportive housing at Prairie Harvest Mental Health (PHMH) ranged from 1 year to 10 years. All
participants had extensive histories of substance use ranging from illicit drug use to alcohol
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abuse, as well as psychiatric diagnoses including bipolar disorder type I, schizoaffective
disorder, depressive disorders, anxiety disorders, post-traumatic stress disorder (PTSD), and
personality disorders. Four thematic categories emerged during interview analysis: negative
impact on self, positive contributions to one’s sense of self, coping with negative social
encounters, and acceptance of diagnosis and acknowledged need for medication. These themes
expressed the lived experience of the participants and internalized stigma that influenced their
daily occupational participation. In the presentation of themes which follows, participants are
identified by pseudonyms in order to present quotations anonymously. The following names are
used: Annie, Bryce, Charlie, Dylan, Ernie, and Francis.
Themes
Negative Impact on Self
Four of the six participants expressed alterations in perceptions of themselves as a result
of internalizing stigma associated with their MI. Francis discussed the impact of societal views
of herself and MI in her daily life, “You become what you are told, often.” These views were
reported as leading to influencing one’s self-worth, as Annie mentioned, “ I used to think I was
worth nothing, and I’d focus on my mistakes. ” Francis reiterated the effects of internalizing
societal beliefs, “I thought I was a failure. The self-talk. I thought you can’t do that. You will
never amount to anything...the fear of failure keeps me from pursuing goals and everything.”
Initially receiving a mental health diagnosis influenced one’s sense of self negatively, which
influenced social relationships, employment, and ability to cope adaptively. Francis described
her skepticism with participating in social relationships, “They treat me differently. Like they
know the word crazy isn’t appropriate but it’s a word that is often used and stuff and … in
society and people think that when you have a mental illness that you are dangerous and they
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always think that you are going to go off at any given time and have a breakdown and ... they
don’t know they don’t trust you...there is a lot of for me shame. And I feel misunderstood.”
Employment was reported as a major area of life influenced by internalized negative beliefs;
Ernie described the conundrum associated with not participating in the army because of his selfperceptions: “ I felt like I got branded. See after high school I was planning on joining the army.
And when I (was) 17, I was like whoa they ain’t gonna want me now. I’m not even good enough
to take a bullet for this country. You know that’s how I kind of felt.”
Coping with Negative Social Encounters
Learning to cope with negative social encounters in life after diagnosis led to refinement
or maintenance of future goals, life views, and occupational participation. Initially, participants
reported negative emotional responses towards social interactions with others presumably
knowing about their mental illness. Annie described difficult experiences in her childhood, “I
was very lonely, and I—especially in the school years...you know, kids can be so mean. But then
you grow up and you become an adult and you learn how to look at that person, and if they’re
giving you looks...or if you suffer from depression, that says more about them than it says about
you.” Social encounters were described by participants as requiring them them to learn how to
emotionally distance themselves from the negative aspects of stigma. Ernie discussed his
perception of society’s views of people with MI, “Well more recently I have seen things a little
bit different. But since 17 it’s been like, no one even in the real world, gives a shit about people
with a mental illness.” Ernie also described how he has learned to adapt to societal perceptions of
persons with MI, “I am just finding out that some people the more you educate they ain’t going
to change their opinion and they won’t change their opinion. And that is just how it is.” Over
time, the emotional disconnect that participants presented to cope with social experiences lead to

32

refinement of goals involving social interactions. Charlie described his improvement of
managing social encounters over his lifetime, “Why try to go to school every day and why try
to... blend in with this crowd of people that are supposedly my friends when I know they’re
laughing about me right when I leave the room…that was a long struggle, and I’m sure glad I’m
out of that struggle. But I can’t even remember what that feels like right now, it’s been so long.”
Positive Contributions to One’s Sense of Self
“Life is the way that it is, it is what it is. Whatever happens in it, well it is over an’ done
with.” This statement was verbalized by Ernie as he described how he has learned to view
himself in a positive way. Life experiences and support from governmental affiliations, family,
and friends over time altered sense of self positively and led to awareness of valued occupations.
Participants reported experiences of living with mental illnesses as being a main factor in
shaping who they are today. Ernie indicated, “Well you know growing up with it [MI], learning
about it [MI]...I think it has built some character actually.” Participants reported that at times,
maintaining a positive sense of self can be a struggle, yet they have intrapersonal skills to remind
themselves of the meaningful aspects in their life. Charlie shared his experiences of remaining
mindful of the meaning in his life, “Sometimes you think, God I wish I had his lifestyle. Like,
when I think of one of my brothers or something, you know? … But then I think back to reality,
and I’m doing the best from where I’m sitting with the resources I’ve got.” Bryce described the
importance of having a social support system in his life which contributes to his positivity, “I
moved to (this town) when I was about 30, and I really wasn’t interested in meeting and knowing
people with mental disabilities… But now, you know, 95% of my friends are mentally disabled,
you know, and that’s been nice, because we all get along really good.” Participants reported that
a sense of maturity aided in decreasing the internalized stigma with their MI. Annie indicated,
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“You know when I was younger and I didn’t know what I know now. I just have to remind
myself of what I’ve already accomplished.”
Acceptance of Diagnosis and Acknowledged Need for Medication
Acceptance of a diagnosis and acknowledgment of a need for medication management to
alleviate symptoms of mental illness improved one’s occupational participation. All participants
acknowledged their mental illness as a part of who they are, but verbalized that initially receiving
their diagnosis was an emotional battle. Ernie expressed the insight he has gained as a result of
accepting his diagnosis, “Well all this time I been fighting this, when I could have been doing
something more constructive.” Annie also described a similar process to Ernie of emotional
acceptance, “I’m so much better now, than I was. I was in bad shape back then, but so many
things have happened since then.” Francis reiterated the negative emotions that were initially tied
to her diagnosis, “There has been a lot of embarrassment attached to this illness for myself and a
lot of denial. But I have come to terms with it.”
Acceptance was reported to occur in various forms for participants. One participant in
particular, Dylan, described how when he received his diagnosis, he was neglecting his duties in
his day to day life due to perceived incapacity as a result of his MI. Dylan now has learned to
embrace his role expectations and responsibilities, “I just like do the things that she expects me
to do. Like clean up and take a shower and make sure everything is alright.”
All participants attributed success in acknowledging and managing their MI to mental
stability on medication. Participants reported feelings of equality to others in society without MI
when feeling mentally stable. Charlie specifically expressed his feelings of contentment and
gratitude for medication, “I appreciate the help the meds give me. When I feel them kick in like I
am right now, I feel like a complete person just like anybody else out there, you know.”

34

Medication management in addition to acceptance and acknowledgement of diagnosis was
reported to increase all participants’ occupational participation and a sense of belonging in
society. Bryce described similarities of his mentality to the rest of society, “To tell you the truth,
I think in 20 years, like, everyone is going to have a mental illness... I just had a head start on
them.” The increased insight gained over years of experience and acknowledgement of
participants’ MI has increased meaning in one’s life, occupational engagement, and overall sense
of self.
Assertion
Each participant reported an initial decrease in occupational engagement specifically
related to their social relationships, employment, and maladaptive coping with their diagnosis
with substances. Occupations noted to be impacted by self-stigma included social participation,
employment, medication management, and self-care. Participants coped with negative social
encounters (with the occupations noted to have been influenced by self-stigma) through external
support from governmental affiliations, family, and friends. Their sense of self immensely
improved with these social supports resulting in increased positive sense of self and increased
occupational engagement. As this increased positive sense of self occurred, participants reported
learning to accept their diagnosis and management of their symptoms through value placed in
medication management continued to positively influenced their occupational engagement and
pursuance of life goals.
The study findings led to a single assertion: Self-stigma is experienced as changes in
sense of self with the greatest impact shortly after the initial diagnosis of the mental illness; with
time and external supports, the individual learns to accept and cope with the diagnosis, resulting
in decreased self-stigma and increased occupational engagement.
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Discussion
The research question utilized for guiding this study was to determine the effects of selfstigma on occupational engagement for adults with MI. The research question and corresponding
results provide occupational therapy (OT) practitioners with information in regards to the impact
of self-stigma on occupational engagement for adults with severe and persistent MI. The results
of this study reveal several similarities and differences in the existing literature.
One of the main similarities found between the professional literature and the results of
the study was the negative effects of self-stigma on self-esteem and self-efficacy. Link et al,
2001; Corrigan and Watson, 2002; Corrigan, Watson, and Barr, 2006; Yanos et al., 2008;
Corrigan et al., 2009; and Rusch et al., 2010 each found detrimental effects on self-esteem and
self-efficacy due to internalized stigma. Corrigan and Watson (2002) developed the paradox
reaction model to describe two ways individuals commonly react to public stigma: 1.
Empowerment or energized anger to achieve personal goals; or 2. internalizing the negative
aspects of public stigma ultimately leading to diminished self-esteem and lack of goal
attainment. The second response correlates with the responses provided by study participants.
The occurrence of internalized influences sense of self leading and can lead to lowered morale,
personal satisfaction, and overall meaning and quality of life (Ritsher & Phelan, 2004; 2014;
Ehrlich-Ben et al., 2013; Rusch et al., 2010). Rusch et al., (2009) found that individuals who
experience emotional stress secondary to public stigma often display feelings of hopelessness,
low self-esteem, and negative self-concept, which further impacts their capacity to seek
employment, relationships, and housing.
The results of the current study found that diminished self-esteem and lack of goal
attainment occurred when initially diagnosed, however, over the years, as the participants aged,

36

they reported a sense of empowerment to overcome negative barriers for occupational
engagement. This sense of empowerment increased their participation in social relationships and
external supports (governmental affiliations, support groups), sustained employment, and
managing their medications and replacing maladaptive coping mechanisms to care for
themselves. The “why try effect” is one of the barriers identified by Corrigan, Larson, and Rusch
(2009) that explains how the internalization of stereotypes impedes the ability to achieve goals
and engage in meaningful activities. Participants in the current study reported that as the degree
of internalized stigma decreased, they noted an increased meaning in their life which ultimately
led to an increase in occupational engagement. Therefore, after years of living with a mental
illness diagnosis, the “why try effect” was not discovered to no longer influence the participants’
occupational engagement and overall quality of life..
The attitudes associated with public stigma often lead to social avoidance of individuals
with a diagnosis of MI (Corrigan et al., 2009). Livingston and Boyd (2010) found that the
prevalence of public stigma then leads to reported feelings of being devalued and discredited
members of society. Inadvertently, persons with MI report feelings of isolation and alienation as
a result of self-stigma related to social avoidance (Ritsher & Phelan, 2004; Perez-Garin, Molero,
& Bos, 2015). Larson and Corrigan (2008), Corrigan and Miller (2004), and Corrigan, Watson,
and Miller (2006), found that shame, avoidance, guilt, and diminished social supports often
accompany a family member’s mental health diagnosis. While participants of this study
described unhealthy relationships with their family, the results were inconclusive to determine
feelings of shame, avoidance, and guilt of family members. Participants often reported a time in
their life in which they felt devalued by social experiences and alienated from society. However,
all of the participants also emphasized their value of overcoming the negative internalized
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thoughts that accompanied the experiences by accepting societal viewpoints of persons with MI.
After receiving a diagnosis, support from governmental affiliations and family and friends was
reported to contribute to participants’ positive sense of self. Over time, the decreased degree of
internalized stigma led to acceptance of their diagnosis while caring for themselves (for example,
medication management) ultimately leading to increased occupational engagement. The findings
of the current study reinforce the importance of encouraging newly diagnosed persons to engage
in productively meaningful occupations, as recommended in OT literature. Brown (2011[ZS1] )
in a study of 5 adults with psychosis-related diagnoses found that individuals with early
psychosis benefited from engagement in meaningful occupations to empower them to develop a
sense of self beyond a diagnosis of a mental illness.
The results of the study at hand found that adults living with severe and persistent MI
experienced a higher degree of self-stigma when initially diagnosed in comparison to the present
time. Participants’ reports of increased occupational engagement and improved sense of self
along with acceptance of the diagnosis over time is consistent with the stages of Turner’s (1969)
Rite of Passage Theory. Turner’s theory has been applied to a number of disabilities with
particular interest in the second stage of the theory. Turner’s three phases present life as a series
of transitions. The first phase describes how individuals become separated from the social
structure or status as a result of a disabling event in preparation for a new identity. Individuals
often view themselves as ill within this stage of transition (Turner, 1969). Study participants
described initially receiving their diagnosis as a negative experience that separated them from
society. In the second phase of Turner’s (1969) Rite of Passage Theory, individuals no longer see
themselves as ill, but are likely to struggle with self-identity and role confusion nevertheless.
Participants in the study indicated conflicts in sense of self related to their engagement in
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meaningful occupations. They reported negative influences in sense of self specifically in
regards to self-esteem and self-efficacy. Role confusion was not reported by participants and was
not addressed as a part of the research question. In the third phase of Turner’s (1969) theory,
individuals disregard labels of “mentally ill” and resolve instances of role confusion to form a
new identity. Individuals in this stage of transition are more likely to take medications as
prescribed and utilize social and governmental support systems. This final phase of the Rite of
Passage Theory coincided with results of this study, as all participants emphasized their gratitude
towards PHMH, a service provider, as well as the importance of medication management.
Theoretical Connections
EHP is an interdisciplinary approach wherein the transactive encounters between a
person and the context tasks within performance range are completed (Dunn et al., 1994). The
EHP model was utilized to provide parameters for guidance of developing data collection tools,
and the process of data analysis. EHP provided parameter considerations for person variables,
contextual information, and task analysis, each of which can be influenced by self-stigma.
Application of EHP concepts to the effects of self-stigma showed evidence of the cultural
and societal contextual impacts on adults with MI engagement in valued tasks by influencing
personal variables. The personal variables most notably influenced by public and internalized
stigma were psychosocial aspects of the person. The negative effects found to be associated with
internalized stigma included diminished sense of self, self-efficacy, and self-esteem. Task
engagement was reportedly influenced when participants were initially diagnosed with a MI, as
evidenced by their decreased engagement in tasks such as social relationships, employment, and
caring for themselves by maladaptive coping and lack of medication management.
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Yet, with external support (mental health service providers, family, friends) and
engagement in meaningful tasks in the social and cultural context, participants’ overall task
engagement in social relationships, employment, and self-care increased. With this external
support from mental health service providers, family, and friends, persons developed coping
strategies to counteract the negative effects associated with public stigma in order to develop a
positive sense of self. Participants learned to accept their MI and acknowledge the need for
medication management and self-care. Increased occupational engagement with support in the
social context was found to decrease the impact of internalized stigma.
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CHAPTER 5
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Summary of Findings
The nursing and psychology research presents self-stigma as having a negative impact on
the quality of life (QoL) of persons with mental illness (MI). However, to the researchers’
knowledge, evidence in the profession of occupational therapy regarding the effects of selfstigma on adults with MI occupational engagement, has not been pursued. The negative effects
on self-esteem and self-efficacy found within other professions, and gaps in the occupational
therapy (OT) literature associated with self-stigma led the purpose of the current study. A
qualitative research design was utilized in order to explore the experiences of self-stigma on
occupational engagement for adults with mental illness. The results of the study depicted that
self-stigma is most prominent after a person receives the initial diagnosis of a MI, yet with time,
and as the person learns to cope and accept their diagnosis, the degree of self-stigma is
decreased, thereby increasing occupational engagement. Occupations initially impacted by selfstigma were social participation, employment, health maintenance, and self-care, however,
occupational engagement increased as persons learned to accept and acknowledge the mental
illness diagnosis with external support.
Conclusions
Study results present the negative influence of self-stigma on occupational engagement
for adults with severe and persistent MI. The results of the study were congruent with research in
other disciplines in regards to the negative effects self-stigma has on quality of life (QoL) of
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persons with MI. However, results of this study indicated the negative effects of self-stigma to be
more prominent upon initially receiving a mental health diagnosis versus continually
depreciating a person's sense of self throughout the lifetime. The decreased degree of self-stigma
present heightens the QoL and occupational engagement for life goal attainment of persons with
MI . Based on the results of the study, OTs are encouraged to provide interventions early in the
course of the illness to counteract the negative impacts of self-esteem and self-efficacy
associated with self-stigma on occupational engagement.
Limitations and Recommendations
Transferability is limited in this study due to the small homogenous sample and use of
convenience sampling. Time restraints posed as a limitation for gathering a larger and diverse
sample size. The participants were not representative of all persons diagnosed with MI, as each
participant was from the same geographical region. To improve transferability of the study, the
researchers recommend a sample with increased demographic variability to include persons of
greater race, gender, orientations, and geographic regions. Due to varying cognitive levels, some
of the participants demonstrated difficulties reflecting on personal experiences with insight. Use
of a cognitive screen could result in a sample with comparable abilities across individuals.
Implications
Occupational Therapy
Based on the results of this study, implications for the profession of OT include
development of a screening tool to determine the impacts of self-stigma on occupational
engagement for individuals with a mental illness. Self-stigma is an important variable to address
while intervening in OT (especially if the person has recently received the diagnosis) as the
negative connotations associated with self-stigma directly influence the effectiveness of
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interventions. At this time, there are few if any interventions specifically tailored to address lack
of occupational engagement and goal attainment associated with self-stigma in OT.
Recommendations include development and implementation of OT service delivery to
specifically address the initial negative effects of self-stigma.
Future Research
Several implications for future research emerged throughout the course of this study. All
participants reported a history of substance abuse. Future research may explore the impact of
dual diagnosis on self-stigma and occupational engagement. Additionally, exploring
occupational adaptation as it continues to occur throughout the lifespan for persons with serious
and chronic MI would be of interest to OTs in community-based practice. The impact of selfstigma on role identity may also improve understanding of role performance across time. Future
occupational engagement studies in regards to self-stigma should include the use of a cognitive
screening tool to provide for a cognitively homogeneous sample. Research findings could be
used to develop a screening tool to determine the presence of self-stigma of clients receiving
mental health OT services and guide intervention planning.
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You’re invited to participate in research!

Hugo’s giftcard provided
In your home or at Prairie Harvest Mental Health
Research involves two ! hour interviews at a time that
works for you. Participants will receive a gift card to Hugo’s
Contact Taylor (701-330-5386) or Alyssa (320-250-8449) for more information
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